the radical mastoid operation, but naturally one cannot employ the same technique in every case.
The President's method of grafting seems so simple that I intend to try it upon the next opportunity.
Mr. MARK HOVELL.
Most of my cases have been treated by grafting, and therefore I cannot draw a comparison from experience between cases which have and those which have not been grafted. I think success greatly depends on the thinness of the graft. With regard to flattening the surface from which the graft is to be taken, I think the application of a paper-knife or some other straight edge draws the skin tighter and flatter than using the hand.. With regard to accumulations of cerumen and skin, I agree that, as time goes on, the quantity lessens; they are universally present, and it is important that they should be removed.
Mr. HUNTER TOD.
After the very excellent paper of Mr. Marriage, which has been so heartily supported by others, it is difficult to say anything against skingrafting. And yet I would compare the two methods, grafting and non-grafting, for this reason-that I am one of those who in recent years have not made a practice of grafting.
Much depends on the character of the case. Probably those who have taken up grafting as a routine measure started with successes, because they did it first in simple cases. My experience has been among cases nearly all of which suffered from complications. At the London Hospital 10 per cent. of the mastoid operations have accompanying intracranial complications, and most of the patients are illnourished and are not brought to the hospital until they have extensive bone disease. I did not get good results from grafting in my early cases, partly owing to the class of case operated on, and partly, perhaps, sowing to faulty technique on my part; therefore I largely gave it up. In the straightforward complete mastoid operation, without grafting, for chronic otorrhcea, for polypi and middle-ear disease without extensive bone disease, the average duration of time before healing takes place is two to three months; one expects the stitches to be removed within one week, and the patient to be out and about within three weeks. Mr. Marriage, I adm,it, has had quicker results, and I congratulate him on having 99 per cent. of his grafts take successfully.
My experience is that in a certain proportion of cases-certainly larger than Mr. Marriage mentionedgranulations spring up about three weeks after operation from points of underlying diseased bone which one thought had been removed.
Another group of cases is those in which there is general bone disease-mastoid osteomyelitis; these are very difficult to cure, either with or without a graft. One of my chief difficulties after the complete mastoid operation has been that instead of skin growing in, you get mucous membrane growing out from a patent Eustachian tube, sometimes spreading over the inner surface of the tympanic cavity and antrum. In such cases the patient may have good hearing, but there is still a mucous secretion. I ask whether Mr. Marriage finds this also, and whether he thinks that putting in a graft prevents this infection of the surface.
In operating I do not scrape the inner wall at all except around the Eustachian orifice, because the less you tamper with the inner wall of the promontory the less likelihood is there that scar tissue will form. If you leave the promontory alone you may find in some cases that for a long period it is lined with mucous membrane which gradually becomes normal, as in a " dry" perforation; but the hearing is much better than in those cases in which you get fine scar tissue growing up. So in a, certain proportion of cases you benefit by not grafting. And if you can get skin to grow in normally over a bony surface, you are more certain of a permanent cure; normal skin will not grow where there is disease. If the skin grows in normally and completely lines the cavity within in eight or ten weeks, you may say that the patient is cured. Of course,. our failures go to others; it is only the successful ones we keep. So I see cases of unsuccessful grafting, whereas my colleagues may see my unsuccessful cases of non-grafting. In a certain number of cases in which there is a small sclerosed mastoid, grafting seems to me to be quite unnecessary. Like Mr. West, I make a continuous cavity, removing the posterior wall of the meatus completely between the tympanic and mastoid cavities. I then fashion a Y-shaped posterior meatal flap,. preserving the whole of the fibrous portion of the cartilaginous meatus, and if you cut it longitudinally a little below the median portion,. you can throw this flap into the lower part of the mastoid cavity; this will often prevent the formation of granulation tissue between the tympanic cavity and the mastoid cavity, the area wherp, I think, trouble commences. I never make the concho-meatal flap, as it maycause a wide deformed meatal passage.
If you are certain that the graft will take at the primary operation, as Mr. Marriage asserts, I admit that probably grafting is better than non-grafting, because it shortens the case. But if the disease is limited, and there is a small cavity, you can do just as well without grafting, and often the hearing is even better. If the deafness is due to mechanical obstruction owing to the middle ear being filled with granulations, so that conversation is heard less than 12 ft. off, you can promise, if you do not over-curette the promontory, that on recovery ordinary conversation will be heard about 12 ft. off. But if you do a radical mastoid operation on a person who hears at more than 12 ft. (which should not often occur) the hearing is likely to be reduced afterwards. Formation of scar tissue about the stapes, whether the result of grafting or curetting, will considerably reduce the hearing.
Mr. J. S. FRASER.1 Along with others I have found that there is not infrequently a tendency to drooping of the auricle after the radical mastoid operation. This is not only unsightly, but also narrows the external meatus, which was enlarged at the operation. In some cases the drooping is so marked that in order to inspect the c4vity afterwards the surgeon must almost go down on his knees, or must tilt the patient's head over towards the opposite shoulder to an uncomfortable extent. To obviate this I have removed a-crescentic piece of skin at the upper and posterior part of the curved retro-auricular incision. I always make this incision in the hair imargin in chronic cases. The crescentic piece of skin removed is about 1 in. long and J in. wide at its broadest part. For some time this small piece of skin was thrown away, but lately it occurred to me that the skin might be used as a graft to cover the facial spur. All will agree that there is a great tendency after the radical mastoid operation to the reformation of the posterior bony wall of the external meatus. No matter how freely this wall has been removed above so as to lay open the attic and aditus, and no matter how well the spur has been smoothed off below so as to expose the promontory and windows, within two or three weeks after the radical operation there is, in many cases, an exuberant growth of granulations from above and from below in the region of the cut edges of the posterior wall of the bony meatus. This exuberant growth is especially seen in cases in which the bone is very vascular or diploetic. In obstinate cases no method of after-treatment
